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AB S T R AC T
Aim: Clinical commissioning groups (CCGs) in England are responsible for the health of their populations through
the services they provide, yet we know that the use of evidence to inform commissioning decisions is low. A
programme of training in seven CCGs in England was instigated in a joint piece of work by the National Institute for
Health Research Collaboration for Leadership in Applied Health Research and Care and Academic Health Science
Network in the West of England, to help build an evidence informed culture in commissioning.
Methods: Evidence workshops were delivered in each of the seven CCGs in the West of England by an experienced
senior lecturer (the author) and local healthcare librarians. The workshop was developed by the author and an
information scientist and included guidance and demonstration of a systematic evidence search covering both
traditional and grey literature, and a brief look at quality of evidence including a critical appraisal activity. Participants
were asked to evaluate the workshop on the day and to indicate an intended action they would take as a result of the
workshop; a short follow-up interview was carried out with a sample of participants between 3 and 6 months later, to
identify any longer term impact of the training.
Results: A total of 63 staff in a variety of commissioning-related roles attended the workshops between March and
September 2016. 95% rated the workshop overall as either ‘excellent’ or ‘good’. Of particular value was the involvement
of the local healthcare librarian, helping topromote their expertise and services; and the discussion of grey literature as a
valuable source of evidence. A variety of intended actions as a result of the training included initiating a thorough search
for evidence for new projects, use of bibliographic databases, and making use of local library services for evidence
searching. Follow-up interviews with nine staff revealed a positive impact in the longer-term. This ranged from simply
triggering an interest in using evidence, boosting motivation and sharing information with colleagues; to changes in
processes such as broadening the responsibility for finding and filtering evidence for business cases; to one clear case of
financial savings resulting from a search for evidence by a senior commissioning manager.
Conclusion: Offering short, interactive training workshops is valued by healthcare commissioners and can make a
difference to their approach to and use of evidence in decision-making. There is a need for a flexible approach to the
concept of evidence in healthcare commissioning, which includes the use of grey literature, and training can
encourage and support the systematic search for an appraisal of this type of evidence. Tools for improving and
sustaining this aspect of evidence use by commissioners are included here.
Key words: commissioning, critical appraisal, evidence-based practice, grey literature, training
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What is known about the topic?
 Healthcare commissioners in CCGs in England allocate a majority of
the funding for healthcare services but there is no real evidence-
based culture in this sector.
 Healthcare commissioners make less use of empirical forms of
evidence compared with practical, local intelligence.
 Many healthcare managers are unaware of evidence-based
sources and library services.
What does this article add?
 Healthcare commissioners can be supported through training to
find and use evidence in their decision-making.
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Background
I n contrast to the wealth of literature about theimportance and promotion of evidence-based clinical
practice across the healthcare professions, the use of
evidence in UK healthcare commissioning organizations
has not been the focus of significant research or scrutiny,
yet clinical commissioning groups (CCGs) in England
allocate approximately two-thirds of the National Health
Service (NHS) England budget (currently £79.9bn)1 to buy
services for their local populations. Other services such as
‘specialized’ services for rare conditions, military health
services, prison healthcare and some public health ser-
vices, are commissioned by NHS England.2 The focus here
is on healthcare commissioning by CCGs in England.
CCGs are responsible for the health of their local
populations; they assess health needs, decide priorities
and buy services from providers such as hospitals and
community health organizations, to meet those needs.
Their success is measured in terms of how much they
improve health outcomes, placing considerable responsi-
bility on commissioners for the choices theymake. Basing
healthcare commissioning decisions on the best available
evidence about what works would therefore seem both
important and necessary, in the same way that clinical
staff are expected to deliver evidence-based care.3,4
The limited research that has been carried out in
England on the sources of evidence used in healthcare
commissioning includes a survey of 11 organizations
which showed that commissioners rate the importance
of empirical evidence such as national guidance and
journal articles, lower than practical evidence such as
local public health intelligence, expert advice and best
practice examples.5 This study concluded that the evi-
dence culture in these organizations is one of plurality
rather than hierarchy, highlighting the contrast with the
traditional evidence-based medicine (EBM) model. A
mixed methods study focused more broadly on health-
care managers’ access and use of research-based knowl-
edge in decision-making,6 uncovered the complex social
processes involved in the flow and exchange of multiple,
formal and informal types of information. This study
observed a tension between ‘relationship-based and
experientially based knowledge’ and evidence-based
knowledge.6 A similar picture of collective, negotiated
use of evidence is seen in a national survey of healthcare
managers,7 which found that many managers are
unaware of these despite the growth of NHS and health-
care evidence-based sources. Qualitative research based
on case studies of four commissioning organizations8
revealed how the different decision-making context in
commissioning drives a more pragmatic selection of
evidence, values different modes of communication of
evidence, as well as placing importance on coproduced
evidence at the local level.
It was in this context that a programme to promote
evidence informed commissioning was established in the
West of England as part of the work of a newly formed
Academic Health ScienceNetwork (WEAHSN) in 2013, one
of 15 such networks across England.9 This broad pro-
gramme of work included two specific elements seeking
to support CCG staff with evidence uptake: first, establish-
ing new roles focused on supporting the uptake of evi-
dence in CCGs and second, a training programme to help
build a culture of evidence and evaluation in these orga-
nizations. This latter programmewas set up in partnership
with the National Institute for Health Research Collabora-
tion for Leadership in Applied Health Research and Care,
based in theWest of England (CLAHRCWest).10 The article
will focus on the evidence training element of this pro-
gramme, carried out as a partnership between WEAHSN
and CLAHRCWest, and how this has promoted the use of
evidence in healthcare commissioning.
Methods
A needs assessment exercise was carried out by CLAHRC
West that informed this project and is reported else-
where.11 These included data from a local survey of man-
agers in a CCG which highlighted that staff lacked
confidence in finding and appraising evidence and this
was an unmet training need. This informed the decision to
offer short, practical trainingworkshops to all sevenCCGs in
theWestof England to support evidenceuse in this context.
The workshop was developed by the author, based on
a course devised jointly with the information scientist at
CLAHRCWest, to support healthcare commissioners with
finding and using evidence in decision-making. Each
workshop was designed to be only 2 h long, to be
attractive to staff working in the local CCGs. The content
covered a brief background to evidence-based practice;
discussion of evidence definitions and use by partici-
pants; guidance and a demonstration of how to search
for evidence (covering both traditional and grey litera-
ture sources); a brief look at quality of evidence including
an overview of sources of bias and a short critical
appraisal activity. There were clear learning outcomes
linked to the content including: to be able to explain
what is meant by evidence and why it is important; to
know how a search for evidence is conducted and how
 Systematically searching for and appraising grey literature as
part of an evidence-informed commissioning process should
be promoted.
 Some practical tips for locating and appraising grey literature are
offered to help healthcare commissioners include this important but
underused source of evidence.
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to get help with searching; to be able to use some simple
questions to assess the quality of evidence; to know how
to access further resources to support evidence use and
help others to use evidence.
As the workshops were a practical intervention imple-
mented in the complex, dynamic environment of large
organizations, the evaluationwas designed in a pragmatic
way to capture the elements of the training that were
valued by participants and that have assisted in support-
ing practice change in this setting. In keeping with Kirk-
patrick’s training evaluation approach12 this included the
immediate response to the training as well as exploring
thepotential for any longer termchange inworkpractices.
BetweenMarch and September 2016, workshops were
delivered ineachof the sevenCCGs in theWest of England
by the author and a range of local librarians. The training
was open to anyone in the CCGs rather than a select
sample. This was a new type of training for staff and there
was hesitation in some areas about what this was
intended to do andwhy itwas being offered; we therefore
chose not to ask participants to rate their knowledge and
use of evidence before the workshop so as not to appear
to be judging or criticizing this. Although this meant no
formal baseline for individuals, we wanted the training to
be as open and constructive as possible to reveal the
potential ways we could support evidence uptake.
Participants were asked for their immediate response or
‘reaction’12 to the relevance and quality of the training
content anddelivery, using a scale from1 to 4 (where 1was
‘poor’ and 4 was ‘excellent’). They were also asked to
indicate one action they would be taking as a result of
the workshop. This question was a way of assessing impact
of the training on intended behaviours, also described as
‘transfer’ in this context.12 Thiswas intentionally a veryopen
question with the idea that eliciting an unprompted
response would reveal the most impactful features of
the training. Training can have different outcomes to those
that are expected or predefined13 and revealing thesemay
offer valuable insight into unknownbarriers and challenges
in influencing changes in evidence use in this context.
The evaluation included a brief follow-up phase to find
out whether these intended actions had been carried out,
to explore the potential for an impact on longer term
change in work practices or behaviours. A subsample
selected randomly fromworkshops held in different CCGs,
were invited to take part in a brief telephone interview
between 3 and 6 months later. Interviews were semi-
structured around four main questions enquiring about
the individual’s role in relation to evidence; if and how the
knowledgegainedat theworkshophadbeenused in their
role since the training; an example of a change made at
work as a result of something learned at the workshop;
and an open question about anything else arising from
the training. This could be seen as a crude measure of
educational effect but it is important to acknowledge
again that this project was set in a real-world setting
and did not seek to control all the variables that may
influence evidence use such as other training taken by
staff. Theauthor carriedoutall the interviews,which lasted
on average 15min; these were not recorded but detailed
notes were captured and then immediately written up
following the interview. Given the scale of the evaluation,
the data were analyzed using a simplified framework
approach based on Ritchie et al.,14 involving careful read-
ing of responses to interview questions, identification of
themes in the data, mapping data onto the framework
and highlighting key illustrative quotes. This approach
was judged to be proportional to the data from a small-
scale evaluation rather than a thematic analysis involving
multiple stages of coding and verifying.
Results
In total 63 participants attended the evidence work-
shops. Participants worked in a variety of roles such as
project support, contract lead, clinical effectiveness lead,
commissioning manager and primary care manager.
Evaluation forms (n¼ 39) showed that 95% rated the
workshop overall as either ‘excellent’ or ‘good’. New
actions that participants said they would take as a result
of the workshop included coordinating a thorough
search for evidence to support new projects; access
Google Advanced; use [bibliographic] databases and
other trusted evidence sources; access library services,
set up an evidence alert and obtain an NHS Athens login.
Overall, the training workshops revealed that health-
care commissioners welcomed support in how to find,
access and appraise evidence and were bracingly honest
about the lack of a systematic approach to using evi-
dence in this context. For example, they talked of never
searching databases, and relying on rapid Google
searches and ad hoc, local knowledge. They were appre-
ciative of the chance to talk about this and to learn new
skills. Furthermore, discussion during workshops about
the meaning of evidence in this context confirmed that
the type of questions that arise in commissioning neces-
sitates a reliance on grey literature over academic papers
published in peer review journals. For example, health-
care commissioners may need evidence to answer ques-
tions about unusual or complex health interventions,
tailored to a specific patient group, rather than a single
intervention such as a drug (e.g. a multicomponent
lifestyle programme for patients with Type II diabetes);
they may ask questions about whether service users will
find a new service acceptable or what factors will
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support successful implementation. These are questions
that are less likely to be answered by a traditional
research approach such as a randomized controlled trial
or to be addressed by a systematic review. This would
drive a need to search for evidence beyond the biblio-
graphic databases, to grey literature.
Discussions during the workshops further revealed
that while healthcare commissioners informally seek out
and use evidence from grey literature, there is a lack of a
systematic approach to this or any critical appraisal of
this type of evidence. Perhaps because it sits outside the
traditional hierarchy of evidence, grey literature is not
perceived to require appraisal in the same way as an
academic paper.
Longer term impact
The follow-up interviews were completed with nine
people from five CCGs, together with four replies by
e-mail, giving a total of 13 participants. Those inter-
viewed were in roles such as project management,
contract management, commissioning delivery, quality
assurance and medicines management. Formal data
saturation was not pursued given the practical con-
straints in securing interviews, but there were strong
similarities in responses across individuals from different
organizations. These interviews showed that the work-
shops also had a positive impact in the longer term.
Themes in the data identified three types of change – a
simple personal change such as raising interest and
motivation; change in processes such as how evidence
is used in business cases, and change in the form of
decisions leading to financial savings.
At the simple level, for some the learning had trig-
gered an interest in wanting to use evidence more and
had beenmotivating. Information was being shared with
colleagues about the access to the library services for
evidence searching which many participants were not
previously aware was available to them. Understanding
the role of evidence in other people’s roles such as
commissioning managers had also proved helpful in
broadening discussions about evidence.
The theme of change in processes reflects how some
participants were now searching for evidence for use in
business cases and other decision-making in a less ‘ad
hoc’ way: ‘the way I would search is different – definitely’
and accessing ‘more reliable evidence as a result’. The
task of locating evidence was being shared among
colleagues helping to broaden the responsibility for
finding and filtering evidence. This sort of change makes
it more realistic that evidence use becomes a routine
part of business processes and decision-making in
healthcare commissioning.
The decision-making that led to impact on financial
savings from this educational intervention was
highlighted in one interview. The workshop had trig-
gered a senior manager to look into the evidence behind
a procedure routinely carried out as part of total knee
replacement that adds approximately £3K to the cost of
each procedure; there was strong evidence for the
conclusion that there is no clinical benefit from the
procedure and this had led to consultations with clinical
staff, a review of policy and ultimately a change in
funding policy with projected annual savings in this
one commissioning group of £400K. The team went
on to look at the evidence behind other policies. As this
participant said, ‘the workshop made me go out and
check some of these things and not take things at face
value’. While acknowledging that this is only one case, it
exemplifies what is possible from just one commission-
ingmanager implementing a change based on evidence.
Discussion
It is clear from this evaluation that offering short, inter-
active training workshops is valued by healthcare com-
missioners and can make a difference to their approach
to and use of evidence in decision-making. As seen in
other research,6 participants valued the chance to step
outside their normal environment and engage with
others about evidence use. Furthermore, showcasing
library services as part of the workshops emerged as a
particularly valuable component. Having library support
for identifying evidence is seen to be an essential part of
improving evidence use in healthcare.15 As many com-
missioners in this and other studies7 are seen not to use
or be aware of local or national library searching services,
promoting specialist support for finding and appraising
evidence could increase the use of high-quality evidence
in healthcare commissioning. A qualitative study of
evidence use in eight CCGs similarly concluded that
commissioning stakeholders need support to develop
capabilities for evidence to ensure effective, evidence-
based commissioning.16 With the continual financial
pressures in the NHS, CCGs must constantly look for
ways to improve efficiency, making the use of evidence
‘critical to the survival of England’s NHS’.16
In an environment that currently tends towards only
‘ad hoc’ use of research, where other support initiatives
have not succeeded,17 delivering contextualized, practi-
cal training, including the spread of librarian expertise,
could encourage a broader culture change in healthcare
commissioning and help shift behaviour towards more
systematic and consistent use of evidence. This is similar
to the model of training we have developed at CLAHRC
West to build a research culture and develop a health
A Sabey
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and social care workforce receptive to evidence which is
helping to meet the immediate, practical needs of these
professionals.11
The work has also highlighted the need for a flexible
approach to the concept of evidence in healthcare
commissioning, which includes grey literature as a legit-
imate form of evidence, alongside the traditional forms
that make up the evidence hierarchy established by the
EBM movement.18 It is because grey literature is gener-
ally classified as more narrative in that it does not fit into
the EBM model, but this is also exactly why it is so useful
for commissioning. This demands a different way of
conceptualizing the value of evidence, away from a
hierarchy and towards a matrix where a blend of differ-
ent types of evidence may contribute answers to the
complex questions raised by healthcare commissioners.
A similar idea comes from the field of public health.19
However, there is evidently resistance to this notion,
given that grey literature is still not readily accepted
as a legitimate source of evidence in healthcare despite
acknowledgement in influential models such as those of
the Joanna Briggs Institute that a narrow definition of
evidence is problematic.20 They advocate that a diverse
array of sources is required, with legitimacy of evidence
determined by its purpose whichmight be the feasibility,
appropriateness, meaningfulness or effectiveness of an
intervention or other activity in healthcare, to inform
changes in practice or other decision-making. Concep-
tualizing evidence in this way results in a far broader
concept of evidence in which less rigorous sources can
have value if they fill a gap in knowledge, so becoming
the ‘best available’ source of evidence.20,21
This supports the idea for an evidence matrix for
commissioning that gives specific recognition to the
value of grey literature in this context. This type of
evidence has evolved considerably in the past 20 years
with the advent of desktop publishing. Its origins have
been traced back to early traditions of sharing scientific
and other technical and policy knowledge,22 with infor-
mation in the form of reports being shared only among
groups with a common interest (sometimes for reasons
of confidentiality), rather than widely through the pub-
lished press. Today grey literature encompasses a much
wider array of publications outside the commercially
produced peer reviewed journals, for example, working
papers from expert committees, reports from govern-
ment agencies or research groups, conference papers,
other unpublished or ongoing work, as well as archival
material, statistics and informal communications from
experts. The more dynamic approach to the production
and distribution of literature means the creators of grey
literature are able to disseminate their work far more
quickly and widely than conventionally produced liter-
ature, making this type of evidence often more up-to-
date and accessible, not being subject to requirements
of publishers about timing or cost of access.
Our workshops have certainly helped to promote
the use of a wide range of evidence in healthcare
commissioning decisions, but it is evident that health-
care commissioners would benefit from guidance on
finding and using grey literature as part of their evi-
dence searching. A local healthcare librarian with
whomwe have worked at CLAHRC West has developed
a list of repositories, indexes and web tools to facilitate
the search for grey literature, which are hosted on the
website of the Trust where she works.23 Such resources
will be equally useful to commissioners and we now
promote this link in training courses delivered at
CLAHRC West.
Promoting and enhancing the use of grey literature
must also include becoming adept at appraising it; as
with any type of evidence, it is vital to consider the
quality of this type of literature, perhaps even more so
when we consider the changes in development of grey
literature. Following this study we now promote the use
of the AACODS checklist,24 in our subsequent training
workshops. AACODS is a simple approach first proposed
by a librarian in Australia in 2008,25 and stands for
Authority, Accuracy, Coverage, Objectivity, Date and
Significance, with evidence for each aspect considered
in depth and a judgement reached about the adequacy.
The checklist has been widely used in academic studies
including systematic reviews. Like the commonly used
appraisal tools from organizations such as the Critical
Appraisal Skills Programme,26 the AACODS checklist
offers a realistic, structured approach to the consider-
ation of quality in grey literature and should be applied
routinely to help maintain the use of high-quality evi-
dence in healthcare commissioning.
Conclusion
Short, targeted workshops to promote the use of evi-
dence were delivered successfully across seven clinical
commissioning organizations in England; the training
was rated highly and subsequent telephone follow-up
highlighted some valuable longer term impact on evi-
dence-seeking activities and decision-making. A partic-
ularly valued feature of the training was the inclusion of
healthcare librarians, helping to spread expert skills and
awareness of library services among commissioning
staff. Grey literature emerged as highly relevant in this
context and should be included in this type of training to
encourage a systematic approach to the search for an
appraisal of this type of evidence. The use of the AACODs
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checklist is recommended as a key step in selecting the
right evidence to use.
Training is an important and valued element in build-
ing the evidence culture in healthcare commissioning
and a flexible approach to the concept of evidence in this
context is important.
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